This two part study examined the written communication between psychiatrists and other hospital doctors. In the first part a set of sample letters from a psychiatrist, who had seen a ward referral, was sent to 110 physicians and surgeons. Nearly half expressed a preference for a psychiatrist's letter that was one page long with main points underlined. Clarity of psychiatric diagnosis and opinion and clear treatmentJfollow-up arrangements were the key items of content. In the second part 100 consecutive referral letters and their replies were assessed; 20% of referral letters did not express the precise reason why psychiatric opinion was sought and many of the psychiatrists' replies did not describe adequately the follow-up arrangements and prognosis. In general the psychiatrist found the referral letters short and lacking in information whereas referring doctors found the brief replies from the psychiatrists preferable because the brief letters contained the key items mentioned in the first part of the study. In addition to these recommendations regarding written communications, this study emphasizes the need for personal discussion between psychiatrists and other hospital doctors; nearly half the doctors in the first part of the study thought this would be essential for good management of the patient.
Introduction
A crucial aspect of general hospital psychiatry is good communication between psychiatrists and other specialists. The American term 'liaison psychiatry' reinforces this aspect, but it has been found that the process of referral between specialists in a general hospital was often faulty 1 and there have been criticisms in the UK of communication between psychiatrists and other consultants-.
In general Lee and colleagues found that the referral process was unsatisfactory because (a) the doctor making the referral would often phrase his question poorly and (b) the attending consultant would neither address this question properly nor convey his opinion in such a way that the patient's care was likely to be improved'. Patient care may therefore be seriously jeopardized when the referral process does not proceed satisfactorily".
Previous studies of communication between general practitioners (GPs) and psychiatrists have identified major deficiencies in the letters of each 4 • 5 , but there have also been suggestions which would improve letter writing", The present study was designed to evaluate the quality of the communication process between psychiatrists and other specialists within a large teaching hospital. We aimed firstly to identify those elements of a psychiatrist's letter which were thought to be important by referring hospital doctors and secondly to evaluate the quality of the actual referral letters and replies.
Method
The method was a development of that used to study the communication between GPs and psychiatrists by Pullen and Yellowlees-", In the first part of the study a questionnaire was sent to 150 medical and surgical doctors who worked at a teaching hospital. Approximately half of the sample were consultants and halfjunior doctors between senior registrar and senior house officer grade. Surgeons and physicians were represented equally. The questionnaire invited anonymous comment on four specimen letters from a psychiatrist following his assessment of a patient with abdominal pain -a complaint that might be seen on a medical or surgical units. The letters varied in length and format but all contained an assessment of symptoms, diagnosis, treatment recommendations, follow up arrangements and prognosis. Each doctor who received the quesionnaire was asked to rank in order of preference the four specimen replies and to indicate the reasons for this choice. They were also asked to indicate on a visual analogue scale the advantage of additional verbal communication between psychiatrist and referring doctor.
The second part of the study concerned actual referral letters, and their replies, for a consecutive series of patients referred to the psychiatric department. Letters were examined for 50 outpatients and 50 ward consultation requests, excluding referrals because of deliberate self harm.
For each letter to a psychiatrist from another specialist the adequacy of each of the following was scored along the lines for GP letters': reason for referral, description of presenting problem, presumptive psychiatric diagnosis, treatment so far, past psychiatric history, family history, social history, relevant medical history and investigations. For each heading, no information scored 0, whilst any information provided was scored from 1 to 3 depending on its adequacy. The scores were summed to give an 'information score'; the maximum being 25.
A similar procedure was used to assess the replies written by the psychiatrists. Scores awarded for the five key items identified in the first part of the study were summed to give a 'key item' score.
The referral letters from other specialists were rated by a psychiatrist (Il.) and the psychiatrist's replies by a physician (CB) in order to ensure that the letters were rated by a potential recipient. Each of these raters independently scored the first 25 referral letters, and their replies, to provide information on inter-rater reliability. The resulting discrepancies Table 1 : Distribution of preferences for specimen letters of reply Relevant background points include a family history of depressive illness. Also she had a milder episode of these psychological symptoms in the past, but without physical complaints.
The treatment I recommend is Dothiepin initially 75 mg o.n. increasing to 150 mg o.n, after 5 days. My prediction is that her psychological symptoms will resolve and this will significantly decrease her physical complaints. However I do not think depression accounts for the whole picture and further physical investigation may be warranted.
As Mrs Smith sees her problems in physical terms she would prefer yourself or her GP to monitor her treatment. I have not arranged to see her again, but would be very happy to discuss the matter subsequently.
Yours sincerely
David Browne Consultant Psychiatrist Figure 1 . The psychiatrist's letter most frllquently preferred by hospital doctors underlining (Table 1, Figure 1 ). The relative importance doctors attached to different aspects of the letters is shown in Table 2 ; five items stood out as being of particular importance. These 'key items' were: (i) a clear psychiatric opinion, (ii) psychiatric diagnosis, (iii) clear treatment guidelines, (iv) statement of follow up arrangements and (v) indication of prognosis. Results of the visual analogue assessment demonstrated that 42% of respondents thought further personal discussion with the psychiatrist would be essential for good management. This was further reinforced by the fact that a request for more personal discussion of cases was the most common additional comment on the questionnaires. Other additional comments emphasized the need for the psychiatrist to be involved in active management and the need to clarify continuing clinical responsibility. A number of doctors expressed frustration about the delay in receiving a report from the psychiatrist or receiving one that does not answer the question asked by the referring doctor.
Analysis of actual letters
The referrals At the start of this part of the study the scorers were significantly different; the referral letters were scored more generously by the physician than the psychiatrist and the reverse was true for the psychiatrists' replies (;x2=lOA, P<O.Ol). The detailed scoring system eliminated major discrepancies thereafter.
Of the 50 referrals to the psychiatric outpatient clinics, 72% were made by consultants or senior registrars whereas 72% of the 50 ward consultation requests were written by house officers.
Since the content of the two series of letters (inpatient and outpatient referrals) were similar they are considered together. Eighty per cent of the letters gave a clear reason for the referral and the same proportion provided at least an adequate account of the current symptoms or problems. Important background information was provided far less frequently; relevant investigations were only covered in 36% of letters, previous management in 25%, previous psychiatric history (or its absence) in 33% and social factors in 23%.
The outpatient referral letters were slightly, but not significantly, longer than the requests for ward consultations and longer letters did contain more relevant information. The median information score of the very short letters (less than 50 words) was only 7, whereas the median for the longest letters (more than 200 words) was 13 (Jonckheere's test for increasing score by length P< 0.001). There were no significant differences between consultants and junior staff in the amount of information contained in their letters.
Psychiatric reports Again the results for the outpatient and ward consultation series were similar and are considered together here. A clear opinion was expressed by the psychiatrist in all cases, diagnosis in 98% and clear treatment guidelines in 95%. Statements about follow-up arrangements were adequate in 83% and prognosis in 45%.
Forty-six per cent of the letters were of the length viewed as optimal by referrers (200-400 words); 17% were shorter and 37% longer than 400 words (20% were more than 600 words). The short letters Journal of the Royal Society of Medicine Volume 83 April 1990 243 contained slightly less key information than those of optimal length but longer ones did not contain more. Only 20% of the letters utilized sub-headings or underlining.
A consultant psychiatrist or senior registrar saw 70% of the referred patients, the remainder being seen by a registrar or senior house officer only. Junior psychiatrists tended to write longer letters though the difference did not reach statistical significance.
Discussion
The methodology used in this project was similar to that used by Pullen and Yellowlees in their GP survey". It was interesting that the hospital doctors, like GPs, preferred a letter that was about one page long with subheadings or underlining to highlight the main points. All the sample letters contained information in five key areas which were considered very important; clarity of psychiatric diagnosis, opinion, clear treatment and follow-up guidelines and indication of prognosis. Since these areas were covered in all the letters it seems likely that presentation of the data in a clear form was the main reason for the preference.
The second part of the study demonstrated that information in three of the key areas was well covered by the psychiatrists, though details of management and prognosis were less satisfactory. However, quantity of information was not the only criterion by which these letters were judged, many appear to have been longer and less structured than the referring doctors would prefer. Although Margo" claimed that a structured letter with subheadings could not be used in psychiatry, the present study has demonstrated the effectiveness of highlighting the main points.
The greater length might be justified if it contained more explanatory material (how certain diagnoses were reached or why a particular drug was chosen) but the additional length accommodated more details of personal and family history that are generally not required; a similar comment was made by GPS8.
On the other hand the referral letters from hospital doctors tended to be too brief; many letters omitted essential information. Our scoring system was more detailed than that used by Pullen and Yellowlees, so at first sight the specialists' scores appear to be less good than the GPs'. In fact, practically all referral letters contained a presenting problem and reason for referral but in 20% this was not sufficiently precise for the psychiatrist to be sure of the question being asked -an identical criticism to that made by Lee', There are a number of reasons for the deficit in referral letters. For ward referrals many doctors may expect to transmit information verbally instead of by writing in view of the large number who felt that personal communication was essential for good management. In addition the ward referrals were generally hand-written by house officers who might be very pressed for time and not be as aware of the patient's problem and personal background as the senior doctors. However, since we found no significant difference between the letters of the senior and junior doctors this is unlikely to be the sole explanation.
Hospital specialists may either not be aware of the personal details of their patients or not feel it is important to put these in the referral letter, assuming that the psychiatrist has more time and skill to elicit them. The lack of a precise reason for referral is more serious. This may indicate insufficiently clear reason in the referring doctor's mind, which is relayed to paper. If the reason for referral is not made clear to the patient he is less likely to attend for the appointment, or greet the psychiatrist with some surprise, making the psychiatrists' task more difficult. The advantages of a precise reason for referral include a briefer and more focused consultation, a greater chance that the referring doctor's question will be answered and most importantly that the patient's management will be improved'.
Our finding that many of the referring physicians and surgeons would like a personal discussion was similar to Margo's finding among GPs. The difference lies in the large number of hospital doctors who stated that it would be essential for good management, whereas GPs felt it would be helpful and feasible, though not essentials. But the term liaison implies more than good letter-writing and frequent personal contact probably leads to good letters rather than vice versa. It also requires that each doctor understands the others' needs and preferences and this study has highlighted the need for the referring physician or surgeon to communicate more fully his request to the psychiatrist and for the psychiatrist to write a brief clear letter with details of diagnosis, treatment, follow-up and prognosis.
